Introduction
While talking with parents during the pilot phase of a study on chronic and life threatening illness in children it became clear to us that the memory of the interview with the doctor over the initial diagnosis lived on, in some cases for years, with a vivid and almost disconcerting immediacy. Some parents were still feeling the impact, remembering details of words, movement, expression, and attitude, the manner and style of delivery, the information given or apparently withheld and by whom and to whom it was given, and in what place. This was so whether they thought that they had had a satisfactory or an unsatisfactory interview or even an experience of both when, for instance, a subsequent second opinion was sought. Parents identified the features of the interview that they valued and that had helped them at the time and in coping subsequently. They also remembered the features that they disliked and found deeply distressing at the time and which lived on afterwards. Many parents commented that the informing doctor had had an unenviable task, as they too had had to break the bad news to their own family and friends.
Communicating to parents the diagnosis of their 
Patients and methods
The data were collected during a study of the effects on the family of chronic life threatening illness in children and on the influence of Helen House, the first hospice in Europe caring for children suffering from chronic life threatening conditions. During a pilot study in which 25 families who were attending Helen House were interviewed what emerged consistently as most important was how the diagnosis had been communicated. Many families thought that the manner in which this was done had affected their ability to cope with the illness and come to terms with the child's impending death.
The main study was carried out with 24 families with children who had been referred to but had not yet attended Helen House and 21 families whose children were being cared for within the health service. Table I gives the diagnoses. Eight families had two affected children. The children's ages ranged from 1-17 years (mean 7 5 years), and the length of illness ranged from six months to 10 years (mean five years). Data were collected from all parents in the same way. The mother was interviewed in all cases and was the main informant, although in 25 interviews both parents were present. Parents were asked questions concerning how the diagnosis was initially communicated with a semistructured questionnaire, and once the topic had been introduced many parents spontaneously provided information as they described their experiences and feelings.
Families were asked specifically about their initial discussions with doctors concerning the diagnosis, where they were held, who was present, what specific information was imparted (particularly concerning prognosis), the "pacing" of the discussions, and whether further contact was arranged or encouraged.
They were asked what they liked or disliked about the way each of these aspects was dealt with (table II) . board as p'arents. Although he gave us the news straight he didn't give us all the information at one go. He asked us back in a couple of weeks and we discussed the terminal bit then. We felt somewhat put out that he hadn't told us that before but looking back I think he believed we were not ready to take it all yet. We accepted what he told us and trusted him because of his manner. He was the one who always gave us the worst news and we were upset, but the stress is much less if you know the worst: it is more if you feel the truth is being hidden. If the doctor seems able to cope with the incurable bit you feel safe and safety and trust are essential ifyou are going to be able to take the news on board and accept it. INFORMATION We asked about the quality and quantity of information given at the initial diagnosis.
Aetiology and clinical features
Only 23 of the 45 families were satisfied with how much information they were given initially on the aetiology and clinical features of the child's condition. All parents wanted information early: some wanted details at the first discussion, others over two or three discussions. Parents reported varying degrees of readiness to absorb details, depending particularly on how long they had been worrying about their child's worsening condition, which ranged from six weeks to 10 years before the interview over the diagnosis; the longer the period of worry the sharper was their apparent readiness to take in details.
Most parents wished for some information about aetiology: locating a cause helped ease the common initial response of self blame or guilt. Many felt some relief (despite their distress) at having the illness named, the clinical features described, and the child's illness described in the context of the recognised condition. Four parents came away from brief interviews having taken in only the name of the illness, and their worry was increased after repeated visits to public libraries in a desperate search for information which partly misinformed.
Prognosis
Twenty two families were satisfied with the information given them on prognosis. Regardless of how much they wished for and were told initially, on looking back no parent had wanted to be protected from bad news. The general consensus was that imagining the worst was worse than knowing it. Three exceptions were the parents who had not expected serious illness.
All parents wished for some warning about the future. Once an illness was identified and if no curative treatment was available then the issues of deterioration and life expectancy arose. Some parents who had had long interviews reported that they had broached the subject of death, particularly the likely time, place, and nature of the death and who might be available to support them. Most Twenty two of the parents were given a telephone contact number with open access for further information or to use in an emergency. Most reported using this infrequently, although it gave them a sense of security, a life line that helped to sustain their confidence in managing through difficult times. Being encouraged to write down questions as they arose before the next appointment was helpful as was a summary letter of the discussion, the name and address of a society offering support and information about a specific illness, and outlining available support services. This eased some of their fears and lessened their sense of being alone. Overall, 32 were satisfied with follow up information and arrangements.
CURRENT PSYCHOLOGICAL FUNCTIONING AND SATISFACTION-DISSATISFACTION Some factors unconnected with the doctor's manner may have influenced parents' satisfaction, the most likely being their mental state at the time of our interviews. Analyses were carried out to test the possibility that reports of satisfaction and dissatisfaction were merely a function of current depression and anxiety, but no evidence was found for this. In particular no differences were found in the scores for the general health questionnaire between parents who were satisfied and those who were dissatisfied with the discussion of the initial diagnosis. The mean scores on the general health questionnaire for the mothers in the satisfied group was 18 4 (SD 15 1) and for mothers in the dissatisfied group 15 9 (SD 15 7), t=05. No differences were found in the fathers' scores between the two groups.
Discussion
The consistency of the reports from parents of children with life threatening illnesses about what they found valuable and helpful and what they disliked about how they were told the diagnosis was striking. The memory of the quality of the discussion about the diagnosis did not seem to be coloured by the current mental state of the parents.
The amount of information that parents thought they could take in initially varied, and this argues for a sensitive and flexible response from doctors. None the less, recognising that some parents have been worrying about their child's symptoms for a long time may be useful when judging how to pace the discussion. The longer the period of worry the more prepared parents often were to accept fuller details about the diagnosis.
Acute worry can intensify and alter a person's sense of time. Some parents had worried for months, even years; but to those in distress even a week was remembered as a lifetime. Although deeply shocked and dismayed by such a diagnosis, parents often reported that they were relieved at knowing "at last" what they were up against, the emphasis being on the pacing of, rather than protection from, painful news. Being told the news early, directly, sympathetically, and in private was important: in 15 families only one parent had been seen, and in nine families parents were seen with several other professionals present who were unknown to the parents, or in a place where they could be overheard. When the information was repeated, clarified, and explained in straightforward language and they were given a list of support services parents felt more able to accept the diagnosis and were better prepared to deal with the future.
Confusion, disorientation, distorted recall, and memory lapses have been reported to occur during and after interviews over a diagnosis.' But when doctors paced the information sensitively, took sufficient time, and repeated and clarified what they were saying many parents in this study reported that they took in and remembered what they were told initially even though they often needed further discussions to confirm what they remembered.
For these parents the interview with the doctor was the first crucial step in setting up a working relationship for managing and coping with the practical and emotional aspects of their child's illness and possible BMJ VOLUME 298 17 JUNE 1989 death. The enabling quality of this discussion helped them to "make the most of the limited time left." Parents vividly remembered the doctor's response to their distress. The doctor's ability to accept and understand the parents' grief was important in establishing trust and shaping the future relationship. Feelings of anger, guilt, and sadness are well known to be part of the process of grieving, which may begin at the time of diagnosis when the fatal nature of the illness is confirmed."' Parents may need help to work through their anger and sadness during this long and necessary grieving process. Schoenberg pointed out that "health professionals place great emphasis on the preservation of life and in general view the patient's death as a personal failure." And yet the physician is required to be "honest, consistent, supportive and sympathetic while maintaining the qualities of equanimity and imperturbability."', The results of our study confirm that when the doctor showed these qualities when imparting the diagnosis of a life threatening illness it in fact sustained and supported the parents despite their deep distress, and the beneficial effects persisted, in some cases for many years.
We thank the families who so generously participated in the study; all who helped with the recruitment including the staff High pressure chronic retention is important because of its tendency to produce uraemia and hypertension as a consequence of bilateral hydronephrosis. In contrast with low pressure chronic retention urological symptoms may be absent in advanced disease. In some cases late onset enuresis and a tense, painless bladder may be present.' In a recent study 52% of patients with untreated high pressure chronic retention presenting to a urological clinic were noted to have diastolic blood pressures ranging from 95 to 120 mm Hg. Bladder drainage for three days produced an increase in urine volume and sodium excretion with a fall in body weight accompanied by a reduction in diastolic blood pressure to 70-100 mm Hg. It was concluded that high pressure chronic retention may represent the commonest form of surgically correctable hypertension. ' We describe six men who presented with moderate to severe hypertension, some of whom were resistant to antihypertensive drugs, and who were found to have high pressure chronic retention of urine. The effects of transurethral resection of the prostate on hypertension and renal function are examined.
Patients and methods
Six men aged 50-70 years (mean 62) were referred to a medical clinic because of hypertension. None complained of urological symptoms but questioning elicited a history of late onset enuresis for the past three months in two (cases 4 and 6). Both patients were found to have tense, painless bladders on palpation of the suprapubic region. Rectal examination disclosed a prostate of normal size and consistency in five patients, the remaining patient (case 3) having moderate enlargement.
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